Epiploic appendages can become ischemic and infarcted, which can present acute abdominal pain that mimics other diseases, such as diverticulitis or appendicitis. Particularly, inflammation of an epiploic appendage attached to the vermiform appendix is a very rare cause of acute abdominal pain, and it is difficult to diagnose this condition preoperatively. We present a case of epiploic appendagitis of the vermiform appendix that was identified with a typical radiologic image and was pathologically confirmed. In addition, we review the literature of similar cases and analyze the clinical and radiologic features of EA of the vermiform appendix.
Introduction
Epiploic appendagitis (EA) is an uncommon self-limited condition that is caused by inflammation and ischemia related to torsion, or venous thrombosis, of the epiploic appendages [1] . In particular, inflammation or torsion of the epiploic appendages in the vermiform appendix is an extremely rare cause of acute abdominal pain and it is difficult to diagnose this condition preoperatively [2] . To our knowledge, fewer than 10 cases have been reported in the English literature since Hambury first reported the disease in 1952 [3] . Although EA is rarely diagnosed preoperatively; knowledge of this condition is important as it may mimic other forms of acute abdominal pain that require surgery, when it can be We report the first case of EA of the vermiform appendix identified with a typical computed tomography image and pathologic correlation, and review 5 additional cases reported in the literature.
Case Presentation
A 32-year-old man visited the emergency department complaining of acute right lower abdominal pain that had started 6 hours previously. During surgery, the vermiform appendix was found to be normal in appearance, with mild inflammatory changes in the tip portion and inflamed epiploic appendages attached to the tip of the vermiform appendix. Therefore, a laparoscopic appendectomy was performed. Pathology showed lobulated fibrofatty tissue attached to tip of appendix, with fibrin components, acute inflammation, and a tubular structure suspected to be an engorged vessel, and showed reactive hyperemia in tip of appendix (Figure 1(c) ).
Discussion
Inflammation or torsion of epiploic appendages are rare causes of acute abdominal pain. EA is a self-limited condition, most often affecting middle-aged men, which is caused by inflammatory and ischemic changes related to torsion or venous thrombosis of the epiploic appendages. Because epiploic appendages To our knowledge, 5 cases have been previously reported in the English literature, and only one case included radiologic findings [1] . In contrast, our report correlates radiologic and histopathologic findings. The characteristics of the 5 previously reported cases, as well as our own, are summarized in Table 1 .
In the literature review, the clinical symptoms of the patients were alike. one patient as 1.3 cm, which is similar to that of our patient, which was measured as 1.5 cm. The location of the lesion was provided in 5 cases, including our case. The most common location of the inflamed appendage was near the tip of the vermiform appendix, in 3 cases. In two cases, the locations of the lesions were the proximal appendix the junction of the middle and distal one-third of the appendix.
The imaging features of acute EA have been well described in CT examinations, that is the most common modality applied for initial diagnosis of acute abdominal pain. The common CT appearance of EA is a fat attenuating pericolic oval lesion with a hyperattenuating rim. A high attenuated central dot, an irregular or a linear focus, may also be present and correspond to thrombosed or engorged central vessels, or central areas of hemorrhage or fibrosis. Wall thickening of the adjacent colon may be present but it is most often normal in thickness [1] . Other findings include localized edema, which is often manifested as streaky fluid attenuation around the appendage that is the source of the image description of "fat stranding", and visibility of the appendage serosa either due to fluid or vascular engorgement [6] . There is little difference in radiologic findings between epiploic appendagitis of the vermiform appendix and that of the colon. The only difference is that lesions of the vermiform appendix are relatively smaller (1.3 to 1.5 cm) than those on the serosal surface of the colon (2 to 4 cm) [1] . In our case, a 1.5-cm fatty, oval lesion was seen adjacent to the tip portion of the vermiform appendix with a hyperattenuating rim and central linear high attenuation (Figure 1(a) , Figure 1(b) ).
Representative differential diagnoses of EA are acute appendicitis and acute appendiceal diverticulitis. Unlike acute appendicitis, the appendix is normal in Advances in Computed Tomography caliber, wall enhancement, and thickness, but there can be infiltration of the periappendiceal fat observed on CT due to secondary inflammation [7] . In appendiceal diverticulitis, the typical CT findings include the presence of a round, outpouching lesion beyond the margin of the appendix with prominent enhancement of the diverticulum wall and surrounding fat stranding [1] .
EA is generally a self-limited disease, with patients spontaneously recovering within 7 to 30 days. Conservative management with oral anti-inflammatory medication is currently considered the standard management, once an accurate radiological diagnosis has been established [8] . Antibiotics or surgical treatments are rarely warranted and surgical intervention is used only for complications such as inflammation-induced adhesions, secondary abscess, or intestinal occlusions [9] [10]. But in our case, laparoscopic appendectomy was performed by the surgeon, prior to confirmation by CT.
EAA is often misdiagnosed because clinical symptoms are nonspecific and similar to those of other diseases that induce right lower quadrant pain, such as acute appendicitis or diverticulitis, including abdominal pain, nausea, and vomiting. However, if radiologists are familiar with the characteristic radiologic findings of EAA, it is possible to avoid unnecessary surgery, such as negative appendectomy.
We present the first case of EAA in which a typical radiologic image was confirmed by the pathologic findings.
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